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Abstract
Transdiagnostic treatments span a heterogeneous group of interventions that target a
wider range of disorders and can be applied to treat several disorders simultaneously.
Several meta-analyses have highlighted the evidence base of these novel therapies.
However, these meta-analyses adopt different definitions of transdiagnostic treatments,
and the growing field of transdiagnostic therapies has become increasingly difficult to
grasp. The current narrative review proposes a distinction of “one size fits all” unified
and “my size fits me” individualized approaches within transdiagnostic therapies.
Unified treatments are applied as “broadband” interventions to a range of disorders
without tailoring to the individual, while individualized treatments are tailored to the
specific problem presentation of the individual, e.g., by selecting modules within
modular treatments. The underlying theoretical foundation and relevant empirical
evidence for these different transdiagnostic approaches are examined. Advantages
and limitations of the transdiagnostic treatments as well as future developments are
discussed.
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In its early stages, cognitive behavioral therapy (CBT) comprised a collection of
general techniques like cognitive restructuring, which were applied to several
disorders (Beck and Haigh 2014). Over the years, research advanced and identified
an increasing number of characteristics of specific disorders, followed by increas-
ingly narrow definitions of diagnoses (American Psychiatric Association 1980,
2000, 2013). This disorder-specific approach was successful: Effective disorder-
specific treatments were developed and resulted in a rise of evidence-based treat-
ments for specific diagnoses (see Hofmann et al. 2012 for a review of meta-
analyses).
The focus on disorder-specifics is, however, in stark contrast to high comorbidity
between disorders with 40% of patients reporting more than one diagnosis (Jacobi
et al. 2014). High comorbidity rates are likely not a simple co-occurrence of
disorders but a result of a shared common underlying basis between disorders, as
increasing evidence suggests (e.g., Caspi et al. 2014; Lahey et al. 2017a, 2017b).
Instead of unique processes responsible for the onset and maintenance of single
disorders, shared transdiagnostic processes that are causally interrelated with sev-
eral mental disorders have been identified (see Harvey et al. (2004) and Mansell
et al. (2008) for an overview). These findings are also reflected in the development
of alternative classification systems like RDoC (Insel et al. 2010) or HiTOP (Kotov
et al. 2017) that go beyond categorical diagnoses. In their initial review, Harvey
et al. (2004) identified 12 definite transdiagnostic processes across several domains,
like attentional biases, recurrent negative thinking, and avoidance behavior. Several
other transdiagnostic processes have been proposed since then, such as perfection-
ism (Egan et al. 2011) and intolerance of uncertainty (Carleton 2016; Mahoney and
McEvoy 2012; McEvoy and Erceg-Hurn 2016; Shihata et al . 2016).
Transdiagnostic processes differ in how broad or narrow they are. For example,
maladaptive emotion regulation (Aldao et al. 2010, 2016; Sloan et al. 2017),
experiential avoidance (Hayes et al. 1996), and neuroticism (Barlow et al. 2013;
Shackman et al. 2016) encompass many of the narrower processes described, like
avoidance behaviors and thought suppression. The broader processes could also be
viewed as higher order processes or underlying constructs that are expressed in
different specific processes.
Other authors have proposed a different perspective on the link between mech-
anisms and the development and maintenance of psychopathology: Morris and
Mansell (2018) have suggested that it might be the rigid and inflexible
application of processes rather than the processes themselves that links processes
and psychopathology. On the other hand, Dalgleish et al. (2020) emphasize that
greater consideration needs to be given to the mental content of processes—after
all, the content of a patient’s beliefs and thoughts is central in therapy.
As of yet, there is no comprehensive theoretical framework explaining the
distinct relation, interplay, or hierarchical organization of transdiagnostic processes
(Aldao and Nolen-Hoeksema 2010; Hong and Cheung 2015; Mansell and McEvoy
2017). The research on transdiagnostic processes is still in flux and future studies
that are stimulated and informed by alternative classification systems like RDoC
and HiTOP will likely help to further clarify and shed light on transdiagnostic
processes. A framework of transdiagnostic processes that integrates a hierarchical
organization, the degree of impairment, as well as the mental content of processes
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might prove to be beneficial and informative for diagnostic assessment and therapy
planning.
This shift from the emphasis of differences between disorders to the common-
alities and shared processes is also evident in the development of novel
transdiagnostic treatments. Transdiagnostic treatments, broadly speaking, aim to
address several comorbidities simultaneously (Clark and Taylor 2009). While there
is no uniform definition of transdiagnostic treatments, they have been defined as
treatments that “apply the same underlying treatment principles across mental
disorders, without tailoring the protocol to specific diagnoses” (McEvoy et al.
2009, p. 21) or “are made available to individuals with a wide range of diagnosis,
and that do not rely on knowledge of these diagnoses to operate effectively”
(Mansell et al. 2009, p. 9). Many of the newly developed transdiagnostic interven-
tions explicitly target shared transdiagnostic processes in therapy in order to
facilitate change across several diagnoses. In Table 1, we provide an overview of
these interventions and their targeted mechanism. By targeting shared processes and
several diagnoses at once, transdiagnostic treatments have several advantages. The
transdiagnostic approach might (a) reduce overall treatment length and cost, (b)
enhance clinical practicability and simplify clinical training, (c) bridge the gap
between research and practice and facilitate the dissemination of evidence-based
treatments, and (d) help therapists to factor in all processes important for therapeutic
progress by widening their view beyond the diagnosis (Barlow et al. 2016;
Leichsenring and Steinert 2018; Sauer-Zavala et al. 2017; Smith and Grawe 2005).
Whether the transdiagnostic approach achieves these results and is advantageous
in comparison to disorder-specific approaches are empirical questions. Reviews and
meta-analyses show strong efficacy for these types of novel treatments across
treatment settings and delivery formats (e.g. Fusar-Poli et al. 2019; Newby et al.
2015; Păsărelu et al. 2017; Pearl and Norton 2017; Reinholt and Krogh 2014).
These reviews apply different definitions of transdiagnostic approaches and focus
on a subset of transdiagnostic treatments in depth. They focus, for example, on the
evidence for transdiagnostic treatment versus disorder-specific treatments in anxi-
ety disorders (Pearl and Norton 2017), solely on internet-based delivery of
transdiagnostic treatments (Newby et al. 2016; Păsărelu et al. 2017) or review the
evidence for one specific transdiagnostic protocol (Cassiello-Robbins et al. 2020;
Sakiris and Berle 2019). The current narrative review will adopt a wider definition
of transdiagnostic treatments. We define transdiagnostic treatments broadly as
treatments that target several comorbidities at once, either by providing a protocol
that targets shared mechanisms between disorders or by individualizing a treatment
to the specific person and by that targeting the unique combination of comorbidi-
ties. This a more comprehensive definition than older definitions of transdiagnostic
treatments that do not include tailored treatments (Mansell et al. 2009; McEvoy
et al. 2009). This definition is reflective of the increase in modularization and
individualization of transdiagnostic treatment protocols in recent years. Beyond
an investigation of the empirical evidence, we will specifically highlight innovative
developments in both face-to-face as well as internet-delivered settings that have
benefits for increasing effectiveness and practicability of treatments. We will
discuss the underlying theoretical foundation, as well as the advantages and limi-
tations in their treatment of mental disorders.
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Classifications of Transdiagnostic Treatments
With the emergence of new transdiagnostic treatments and a growing interest in
researching transdiagnostic processes, the field of transdiagnostic treatments becomes
increasingly difficult to grasp. Many approaches hold an intrinsically transdiagnostic
stance towards psychopathology, like psychodynamic approaches, or can be applied
transdiagnostically, like many of the “third wave approaches” within CBT. Other ap-
proaches have been specifically developed with a transdiagnostic perspective in mind and
transdiagnostic applicability is their distinguishing trademark. When transdiagnostic
treatment protocols were first developed, the majority represented unified comprehensive
Table 1 Transdiagnostic interventions that specifically target shared mechanisms between disorders
Therapy Transdiagnostic process Potential higher
order mechanism
Rumination-focused therapy (Watkins
et al. 2007, 2011)
Worry and sadness program
(Newby et al. 2013)
Repetitive negative thinking/rumination
(Ehring and Watkins 2008;
Harvey et al. 2004)
Metacognitive therapy (Wells 2011) Metacognitive beliefs (Harvey et al. 2004)
Attentional bias modification (MacLeod
and Mathews 2012)
Attentional bias (Harvey et al. 2004)
Behavioral activation
(Martell et al. 2013)
Transdiagnostic behavior therapy
(Gros 2014)
Avoidance behavior (Harvey et al. 2004)
Acceptance and commitment therapy
(Hayes et al. 1999)
Experiential avoidance (Harvey et al. 2004) *
False safety behavior elimination
therapy (Schmidt et al. 2012)
Safety behavior (Harvey et al. 2004)
CBT for clinical perfectionism (Riley
et al. 2007; Shafran et al. 2004)
Perfectionism (Egan et al. 2011)
Treatment model by Einstein (2014) Intolerance of uncertainty (Carleton 2016;
Einstein 2014; Mahoney and McEvoy
2012; McEvoy and Erceg-Hurn 2016;
Shihata et al. 2016)
Dialectic behavioral therapy/skills train-
ing (Linehan 1993a, 1993b)
Affect regulation training
(Berking and Lukas 2015)
Emotion regulation training
(Mennin and Fresco 2014; Renna
et al. 2017)
Emotion regulation (Aldao et al. 2010, 2016;
Berking and Wupperman 2012;
Sloan et al. 2017)
*
Unified Protocol
(Barlow 2011; Ellard et al. 2010)
Negative affect/neuroticism
(Barlow et al. 2013; Shackman et al. 2016)
*
Several studies have begun to investigate the interplay and underlying structure of transdiagnostic processes
using factorial analyses (e.g., Bird et al. 2013; Mansell and McEvoy 2017; Naragon-Gainey et al. 2017;
Naragon-Gainey and Watson 2018). While there is emerging evidence that one core process is underlying
several transdiagnostic processes, this core process has not been definitively labeled which is also hindered by
different selections of questionnaires between the studies
International Journal of Cognitive Therapy (2021) 14:86–113 89
protocols that were applied to several diagnoses. Since then, alternatives to unified
transdiagnostic approaches have been proposed, in the form of more individualized,
tailored, or modular interventions. The field of transdiagnostic treatments is thus diverse
and heterogeneous. Transdiagnostic treatments span a spectrum of treatments. They are
either applied as a “broadband” intervention to a range of disorders without tailoring to the
individual or are individualized and tailored to the specific problem presentation of the
individual. To help differentiate between the various transdiagnostic approaches, we
propose a distinction between unified “one size fits all” and individualized “my size fits
me” transdiagnostic approaches, as depicted in Fig. 1. Distinguishing between unified and
individualized treatments within transdiagnostic treatments can be useful for establishing
the differential evidence of approaches. This differentiation can also help to determine to
which degree individualization enhances treatment outcomes. In addition, previous re-
views of transdiagnostic treatments have often excluded individualized approaches as
these are less clearly labeled as transdiagnostic treatments. In our understanding, unified
transdiagnostic approaches refer to protocols that, as a whole, are applied to a range of
disorders and have been developed in recent years with a transdiagnostic focus. These
treatments often target hypothesized shared mechanisms across disorders (coined “shared
mechanisms treatments” by Sauer-Zavala et al. (2017) and subsumed under the “universal
interventions” by Dalgleish et al. (2020)). On the other hand, individualized
transdiagnostic approaches encompass a range of approaches where a treatment is tailored
to the individual. In this context, “tailoring” can mean different things, e.g., selecting an
individual sequence and modules in modular treatments (Chorpita and Weisz 2009;
Johansson et al. 2012; Murray et al. 2014; Silfvernagel et al. 2012), adding disorder-
specific information to the same sequence of modules (Berger et al. 2014), or combining
elements from evidence-based treatments for an individual treatment plan (Grawe 2004;
Persons 2012). Naturally, what is true for both unified and individualized treatments is that
they differ in the “breadth of application” (Dalgleish et al. 2020). They range from narrow
applications within classes of disorders like eating disorders (Fairburn et al. 2003), or
anxiety disorders (Norton and Hope 2005), to applications for higher-order spectra like the
internalizing disorders (Barlow 2011) to no restriction in application (Grawe 2004;
Persons 2012). Transdiagnostic treatments also differ in delivery mode (face-to-face or
internet-based) or target population. While most of these treatments are tailored towards
adults, some are applied to children and adolescents (Chorpita and Weisz 2009;
Ehrenreich-May et al. 2017).
In the next section, we will briefly highlight third-wave therapy approaches as well
as developments outside the CBT field under the transdiagnostic spotlight, before
elaborating on unified “one size fits all” approaches versus individualized “my size
fits me” approaches.
Third-Wave Therapies as Transdiagnostic Treatments
and Transdiagnostic Developments Outside CBT
Third-Wave Therapies as Transdiagnostic Treatments
A first shift from the disorder-specific focus within CBT can be observed in the
emergence of “third wave therapies” in the 1990s. These therapies have been developed
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with different populations in mind and are based on different theoretical assumptions.
They share, however, an emphasis on how one manages, observes, and processes
experiences and promote a mindful and accepting approach towards these experiences.
Thus, some of the third-wave therapies are compatible with the transdiagnostic per-
spective and recent publications have highlighted the transdiagnostic applicability of
these treatments (see below).
Metacognitive Therapy (MCT)
MCT is a transdiagnostic therapy approach that focuses on metacognitions—
cognitions about uncontrollability, dangerousness, or importance of thoughts and
feelings (Wells 2011). Instead of changing the content of a specific thought, MCT
targets metacognitions that maintain repetitive negative thinking by different
techniques like mindfulness exercises or behavioral experiments. A meta-
analysis aggregated results across 19 studies and found that MCT is effective
for the treatment of various disorders: MCT was found to be equally as effective
as CBT for treating depression and superior to CBT in treating anxiety (Philipp
et al. 2019).
Fig. 1 Proposed classification of transdiagnostic therapies
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Acceptance and Commitment Therapy (ACT)
ACT is an acceptance-based approach that aims at increasing psychological flexibility
by targeting several processes that the developers theorize to be relevant for change:
acceptance, cognitive defusion, self as context, values, and committed action (Hayes
et al. 1999, 2006). While earlier meta-analyses questioned the evidence-base for ACT
(Ost 2008, 2014), newer meta-analyses have strengthened ACT’s evidence base for
treating anxiety disorders, depression, addiction, and somatic health problems with
similar outcomes as established psychological interventions (A-Tjak et al. 2015; Bai
et al. 2020; Coto-Lesmes et al. 2020; Hacker et al. 2016). The flexibility in which ACT
principles are applied to various disorders highlights the transdiagnostic nature of ACT
(Dindo et al. 2017).
Mindfulness-Based Interventions
Mindfulness-based interventions are another form of immensely popular
transdiagnostic treatments. Mindfulness-based interventions subsume many different
forms of interventions, ranging from stand-alone internet-based applications (Boettcher
et al. 2014) to mindfulness-based stress reduction (Kabat-Zinn 2003) or mindfulness-
based cognitive therapy (Segal et al. 2002). While some of the mindfulness interven-
tions have been developed for specific application—such as mindfulness-based cogni-
tive therapy to prevent relapse in recurrent depressive disorders—mindfulness inter-
ventions generally have been applied to various populations and led to reductions in
symptoms like anxiety or depression and thus can be considered transdiagnostic
(Goldberg et al. 2018).
Dialectic Behavioral Therapy (DBT)
DBT’s focus has been on the treatment of borderline personality disorder for which its
efficacy has been demonstrated in meta-analysis (Panos et al. 2014). One of the DBT
goals is to advance emotion regulation—a process that is now recognized across a
multitude of disorders (e.g. Aldao et al. 2016). Consequently, DBT’s potential as a
transdiagnostic treatment has been emphasized (Lungu and Linehan 2016; Ritschel
et al. 2015). Skills training, as one of the central treatment components to enhance
emotion regulation, has been applied as a stand-alone intervention to various popula-
tions and has shown promising results (Neacsiu et al. 2014). While elements of DBT
have merit for transdiagnostic applications, the full rationale including its focus on the
treatment of suicidal thoughts and self-injury is possibly not universally fitting for a
wide range of individuals.
Developments Outside of CBT
In contrast to CBT, the conceptualization of a patient’s presentation in psychodynamic
approaches has traditionally been less focused on the diagnostic category and more on
structure, conflicts, and defense mechanisms. Opposite to the discussion within the
field of CBT, there are some calls in the field of psychodynamic approaches for more
disorder-specific tailoring because psychodynamic treatments may be too universal to
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fulfill their full potential (Leichsenring and Steinert 2018). Moving from a universal
approach in the direction of more disorder-specific applications, manualized psycho-
dynamic transdiagnostic unified treatments that target a group of disorders have been
proposed. These unified psychodynamic protocols integrate components that have been
shown to be efficacious in randomized controlled trials (RCTs) for specific groups of
disorders, e.g., for social anxiety and generalized anxiety disorders (Leichsenring et al.
2009, 2013). Unified psychodynamic treatments have been proposed for anxiety
disorders (Leichsenring and Salzer 2014), depressive disorders (Leichsenring and
Schauenburg 2014), and emotional disorders (Leichsenring and Steinert 2018). Since
the treatment protocols are currently still under investigation, there is no empirical
evidence of their transdiagnostic effect as of yet.
Besides psychodynamic approaches, experiential approaches like emotion-focused
therapy have also put forward a transdiagnostic application of their rationale (Timulak
and Keogh 2020). The protocol combines targeting sharedmechanisms between disorders
with a modular selection based on symptoms the patients presents with in order to help the
patient to deal with painful emotions and unmet needs (Timulak and Keogh 2020).
Another approach outside of CBT that can be considered transdiagnostic is systemic
therapy that does not use diagnoses as a determining ground for treatment. Instead,
emphasis is placed on how an individual’s relationships contribute to the development
and maintenance of psychological symptoms (Stratton 2016). Systemic therapy aims at
changing these conditions in a brief, resource-oriented, and solution-focused manner
(Stratton 2016) and has been shown to be effective for a range of mental disorders in
adolescents and adults (Carr et al. 2020; Pinquart et al. 2016; Riedinger et al. 2017).
Summary of Third-Wave Therapies Within CBT and Developments
Outside of CBT
Third-wave therapies within CBT as well as psychodynamic and systemic ap-
proaches have implemented transdiagnostic principles and can thus be considered
efficacious transdiagnostic treatment options. While some CBT third-wave ther-
apies were originally developed for specific disorders, they have been extended
to the treatment of other disorders. Therein lies an important difference to
transdiagnostic CBT: it may make a difference to extend a treatment to other
diagnoses than to develop one on a theoretical and empirical basis with many
targeted diagnoses in mind. When considering the transdiagnostic applicability of
a certain protocol, one should not only consider studies on symptom improve-
ment but what should also be taken into account are patient satisfaction, adher-
ence, and amelioration of comorbid complaints. What becomes apparent is that
third-wave and transdiagnostic therapies within CBT are moving in the direction
of psychodynamic traditions by increasingly focusing on general underlying
mechanisms. The development in both schools, CBT, and psychodynamic ap-
proaches, from general techniques to narrower disorder-specific or
transdiagnostic protocols reflects the question of how universal a therapy should
be and if and how accounting for disorder-specifics is important to deliver
effective therapy.
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Unified Treatments: “One Size Fits All”
Since the mid-2000s, CBT treatments have been developed with a transdiagnostic
perspective in mind, targeting shared mechanisms between disorders and thus offering
a one size fits all approach to a wide range of disorders. The following are examples of
the most investigated transdiagnostic interventions to highlight their advantages and
areas of use.
Unified Protocol
One of the most researched examples of this “one size fits all approach” is the Unified
Treatment Protocol for Emotional Disorders (UP) (Ellard et al. 2010). This CBT
protocol is based on the assumption that an increased negative affect and attempts to
avoid these emotions are at the core of emotional disorders. The UP incorporates three
core principles to target commonalities between emotional disorders: (a) increasing
mindful awareness of emotions, (b) increasing cognitive flexibility, and (c) reducing
emotion avoidance. Originally developed for an individual treatment setting, modifi-
cations were made for the application in group settings (e.g. Maia et al. 2013; Reinholt
et al. 2017), internet-based formats (Tulbure et al. 2018), specific subgroups (such as
patients after a suicide attempt (Bentley et al. 2017)), and children and adolescents
(Ehrenreich-May et al. 2017). A meta-analysis of studies investigating the UP revealed
large effect sizes regarding the reduction of anxiety and depression (Sakiris and Berle
2019).
Transdiagnostic CBT for Eating Disorders
While most of the protocols described thus far focus on anxiety and depressive
disorders, another line of research argues for a transdiagnostic approach for eating
disorders. Fairburn et al. (2003) argue that bulimia, anorexia, and a large group of
atypical eating disorders share four maintaining processes: perfectionism, low self-
esteem, mood intolerance, and interpersonal difficulties. One study compared two
kinds of transdiagnostic treatments, one focusing solely on eating disorder psychopa-
thology and one targeting these shared underlying mechanisms, to waitlist (Fairburn
et al. 2009). They found both treatments superior to waitlist with similar reductions in
symptoms (Fairburn et al. 2009). However, patients with deficits in the four proposed
mechanisms benefited more from the complex than the simpler transdiagnostic treat-
ment (Fairburn et al. 2009). They concluded that the simpler treatment should be the
default treatment option and the more complex treatment should be prescribed to
patients with marked deficits in these underlying mechanisms.
Group Anxiety Treatment Protocol
The Anxiety Treatment Protocol by Norton (2012) is the transdiagnostic group treat-
ment with the largest evidence-base (Norton 2012; Norton and Barrera 2012; Norton
and Hope 2005). The protocol consists of 12 group sessions and focuses on classical
CBT components such as psychoeducation, cognitive restructuring, exposure exercises,
and relapse prevention. A second part of the intervention addresses underlying
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perceptions of uncontrollability, unpredictability, and threat that are shared between
different anxiety disorders. Here, cognitive techniques are used to challenge these core
beliefs. RCTs investigating the efficacy of this protocol revealed large within group
effects regarding the reduction of anxiety and depression (Norton 2012; Norton and
Hope 2005), as well as non-inferiority when compared to diagnosis-specific group
CBT (Norton and Barrera 2012).
Other examples of transdiagnostic unified approaches that target shared mechanisms
between disorders include treatments that focus on the enhancement of adaptive
emotion regulation like Affect Regulation Training (Berking and Lukas 2015) as well
as Emotion Regulation Therapy (Mennin and Fresco 2014; Renna et al. 2017).
Examples of treatments that focus on behavioral processes include Transdiagnostic
Behavior Therapy for veterans with affective disorders (Gros 2014) and False Safety
Behavior Elimination Therapy for anxiety disorders (Riccardi et al. 2017; Schmidt et al.
2012).
Unified Interventions Applied over the Internet
The dynamic field of computer-assisted or internet-based CBT (iCBT) was among the
first to implement transdiagnostic interventions (e.g. Newby et al. 2013; Titov et al.
2010, 2011). Meta-analyses demonstrated that transdiagnostic intervention can be
successfully and effectively delivered over the internet (Newby et al. 2016; Păsărelu
et al. 2017).
One of the transdiagnostic internet-based interventions that was investigated
in a variety of studies is the self-guided intervention velibra (e.g. Berger et al.
2017). Velibra consists of six treatment modules to be completed over the
course of 9 weeks and is presented in a simulated dialog, adapted to the
clients’ responses. Conceptually, it focuses on transdiagnostic principles, such
as the evolutionary adaptive function of emotions, experiential avoidance, and
approach vs. avoidance motivation. When velibra was combined with care-as-
usual (which included any type of psychological or psychiatric treatment), the
combined treatment has been shown to be more effective in reducing anxiety
and depression than care-as-usual by itself (Berger et al. 2017).
The Wellbeing Course by Titov et al. (2011) is one of the most commonly
investigated transdiagnostic iCBT protocols. It consists of five sessions to be
completed in 8 weeks, focusing on (a) symptom identification and formulation,
(b) thought monitoring and challenging, (c) relaxation and pleasant activity
scheduling, (d) graded exposure, and (e) relapse prevention. Like the majority
of internet-based interventions, the Wellbeing Course is characterized by a
didactic teaching method and homework assignments to facilitate skill acquisi-
tion. It can be realized with or without clinician guidance, which is provided
either via telephone or written messages. A series of studies investigated the
Wellbeing Course for patients with different primary diagnoses across the
spectrum of anxiety disorders and depression compared to the respective
disorder-specific protocols and failed to find significant differences between
the two treatment modalities (Dear et al. 2015).
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Summary of Unified Approaches
The majority of unified approaches targets shared mechanisms between disorders in
order to treat several disorders simultaneously. There are also unified transdiagnostic
approaches that do not target shared processes between disorders, but instead target
non-psychopathological outcomes shared between disorders, e.g.. iCBT for loneliness
(Käll et al. 2020). Taken together, there is a strong evidence base for a multitude of
unified approaches across settings and delivery modes. Although the empirical evi-
dence is promising and the ease of use of unified treatment protocols is appealing, this
approach also has several limitations. For example, the degree of unification naturally
leads to a loss of individualization, which can be detrimental to treatment satisfaction
and adherence. Unified protocols may also not present the most parsimonious treatment
plan: a depressed patient that suffers predominantly from negative thoughts might not
need the full treatment package, which also includes techniques like behavioral acti-
vation. Another point of critique is that some of the interventions discussed only target
a group of disorders, like eating or anxiety disorders, narrowing their applicability.
Following these shortcomings, more individualized and modularized transdiagnostic
approaches have been put forward to take into account an individual’s idiographic
problems, not based on diagnostic classification, but based on individual symptom
combinations. Some of the treatments discussed have already been applied as modular
approaches or have been extended to address further diagnoses and comorbidities (e.g.,
Barlow and Farchione 2018).
Individualized Approaches: “My Size Fits Me”
Similar to developments in medicine, researchers within the field of clinical psy-
chology are calling for advancing precision psychotherapy (Insel and Cuthbert
2015). Optimally matching patients to treatments according to certain baseline
characteristics has the potential to enhance treatment outcomes (Cohen and
DeRubeis 2018; DeRubeis et al. 2014). The goal is to put the individual in focus
and provide the most fitting intervention for this specific person. Individualization
is currently realized based on different grounds. Tailored transdiagnostic ap-
proaches differ in how they select treatment modules or interventions for the
individual patient. One classical example of individualization is the use of clinical
case formulation to integrate interventions from different treatment packages.
Instead of integrating components across treatments, modular treatment packages
have been proposed that allow for a flexible adaptation within one treatment
package. Decisions on module selection in modular treatments can be based on
(a) clinical judgment, factoring in diagnosis or impression in assessment interviews,
(b) data, relying on baseline assessment data or more advanced algorithms, or (c) a
combination of clinical judgment and data, with approaches differing in how much
weight they put on either data or clinician input and in how flexible intervention
selection is handled. In the following, we will present different examples of
individualized transdiagnostic interventions, ranging from the idiosyncratic case-
formulation approach to purely data driven approaches.
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Clinical Case Formulation
In clinical practice, manualized therapies have been criticized by practitioners. A
diagnosis does not inform treatment planning sufficiently, and possibly as a conse-
quence, the majority of treatments delivered in practice are not evidence-based (Layard
and Clark 2014). Some of these critics raise valid points with manuals oversimplifying
complex problems or ignoring important patient characteristics. Furthermore, most
manuals do not fit routine care settings in session spacing and frequency, often either
prescribing too many or too few sessions to match mental health care realities. In
practice, a frequently used method to tailor therapy to the individual is on the basis of
clinical case formulation. While clinical case formulation is not a therapeutic approach
per se, it is implemented in many manualized treatment protocols at the beginning of
therapy or can be applied as a decision basis for integrating components across different
protocols. In the following, we will present two approaches where clinical case
formulation is central to the therapeutic approach.
Persons (2012) has developed a framework, “the case formulation approach to
CBT”, that offers a compromise between tailoring treatments to the individual and
delivering evidence-based treatments and by that bridging the gap between science and
practice. The case formulation aims at translating the nomothetic (general) protocol into
an idiographic (individualized) treatment plan (Persons 2012). Within this framework,
the clinician collaboratively formulates hypotheses about the transdiagnostic mecha-
nisms that cause and maintain all of the patient’s problems and disorders based on
assessment and observation. Based on this, a treatment is designed that specifically
targets those hypothesized mechanisms. An important cornerstone of this approach is
the monitoring of progress at every session in order to evaluate the treatment’s
effectiveness and test the hypotheses (Persons 2012). While this approach gives
clinicians guidelines for how to deliver individual therapy in a systematic way,
clinicians are still confronted with a problem: It is necessary to dissect treatment
protocols and pick and choose elements across different protocols. Even if all protocols
from which components were chosen are evidence-based the combined treatment might
not be (Persons 2016). Clinical case formulation has been seldomly compared to
manualized treatments in a systematic way (Eells 2013). Emerging research suggests,
however, that tailoring treatments to transdiagnostic patient characteristics, e.g., in
terms of cultural adaptation, religion/spirituality or to treatment preference, will en-
hance treatment effects which could be incorporated in individual case formulation
(Norcross and Wampold 2018).
Another possibility lies in tailoring treatments to the motives of the patient. The
motive-oriented therapeutic relationship is an important component of Grawe’s Psy-
chological Therapy, a case formulation approach developed by Klaus Grawe in the
1990s. Grawe’s Psychological Therapy offers a different perspective on delivering
effective and individualized therapy by emphasizing mechanisms of change over
psychotherapeutic interventions and techniques (Grawe 2004). Based on the clinical
case formulation, an individual therapy plan is derived that optimally targets these
change mechanisms and is orientated towards the patient’s motives (Grawe et al. 1994).
The clinical case formulation (plan analysis) itself is captured as a hierarchical depic-
tion of a patient’s individual motives and schemas linking the patient’s behavior to four
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universal basic psychological needs (for a detailed description of plan analysis see
Caspar, 1995 and 2019).
Thus far, the majority of studies on Grawe’s Psychological Therapy or motive-
oriented relationships are naturalistic or observational in character. In a naturalistic
study, two treatments (group and individual) based on plan analytic case formu-
lation were compared to two treatments without plan analytic case formulations
(CBT and humanistic treatment) (Grawe et al. 1990). While the treatments only
marginally differed in their effectiveness, patients in the individual motive-
oriented condition rated their therapist and their experience with therapy more
positively and showed improved outcomes at follow-up. Interestingly, therapists in
the motive-oriented condition also showed the highest satisfaction rating with their
work and the interaction with the patient, they rated their patients as less difficult
and were overall more flexible in the techniques used. One RCT compared a 10-
session brief treatment for borderline personality disorder without and with addi-
tional motive-oriented therapeutic relationship focus and found that the motive-
orientated condition led to a greater increase in general outcomes and demonstrat-
ed positive effects on early changes in self-esteem and alliance (Kramer et al.
2014).
With this ideographic approach, Grawe’s Psychological Therapy is not only
transdiagnostic but also “transtherapeutical” by bridging different schools and tech-
niques. Grawe’s Psychological Therapy provides the clinician with a plausible frame-
work for case formulation and treatment planning and appeals by its openness towards
new empiric evidence. Grawe’s Psychological Therapy, however, is not widely dis-
seminated outside German-speaking countries and its complex theoretical foundation
and encompassing framework requires specific training and supervision. Furthermore,
the problem described by Persons (2016) persists. Even though Grawe’s Psychological
Therapy draws from evidence-based treatments, the effect of the specific combination
of interventions chosen for an individual patient is unknown.
Another example of a transdiagnostic case formulation approach with a focus on
interpersonal problems is schema therapy (Young 1999) which can be considered a
transdiagnostic treatment for various personality disorders (Jacob and Arntz 2013).
Modular Treatments
In the following, we will present different modular treatments that differ in their
approach to module selection.
Module Selection Based on Clinical Judgment
One approach to select modules is to rely on clinical judgment. Several internet-
based interventions use this type of module selection, e.g., by basing the decision
on diagnosis and participant preference (Carlbring et al. 2011), impression in the
telephone interview (Silfvernagel et al. 2012), or giving online therapists the
opportunity to tailor the treatment during treatment (Silfvernagel et al. 2018). These
tailored treatment approaches have been compared to waitlist for younger adults
and adults with panic attacks (Silfvernagel et al. 2012) and older adults with mixed
anxiety and depression (Silfvernagel et al. 2018) and to a moderated discussion
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forum for anxiety disorders (Carlbring et al. 2011) with medium to large effects.
These results suggest that tailoring treatments based on clinical judgment produces
promising effects. However, they do not answer how clinical judgment compares to
other forms of tailoring.
Module Selection Based on Data-Driven Decisions
Decisions on individualizing content can also be based on data, either on cut-offs in
questionnaires or more advanced algorithms.
One study that investigated a tailored internet-based intervention used cutoffs in
questionnaire as a basis for tailoring (Berger et al. 2014). They compared tailored to
standardized treatments for mixed anxiety disorders (Berger et al. 2014) and found no
significant differences between the two conditions, albeit the study was possibly not
sufficiently powered to detect differences between treatments. Beyond efficacy, these
results raise interesting points in regard to patient-treatment-fit, suggesting that the
match between this program and individual problems and goals was higher for
participants in the tailored condition than in the standardized condition (Berger et al.
2014).
A more complex algorithm was developed for selecting the best modules for the
specific individual’s presentation in a modular face-to-face application of the Unified
Protocol (Fernandez et al. 2017; Fisher and Boswell 2016). The developed algorithm is
based on intensive repeated measurements prior to therapy. Prior to therapy, patients
rate symptoms and behaviors several times a day on 30 consecutive days. These data
are analyzed regarding individual symptom structure (person-specific factor analyses)
and relation of symptoms over time (dynamic factor models) and matched to treatment
modules. This concept was investigated in an open trial (Fisher et al. 2019). The
authors applied the Unified Protocol as a modular intervention and individualized both
module selection and sequence based on either the fully automated algorithm or expert
panel selection. The expert panel also based their selection on the person-specific factor
analyses and individual dynamic models. Both groups yielded large pre-to post-chang-
es, but the expert panel led to a significantly greater reduction in symptoms than the
algorithm in the completer data. They concluded that “although the expectation was
that [the algorithm] would sharpen the estimation of symptom hierarchies by not
omitting small but crucial details or overemphasizing semantically salient features, it
may be that, instead, greater efficacy is derived from a gestalt perspective that better
summarizes the nature of the latent variable” (Fisher et al. 2019, p.24). While this
strengthens the view that clinical decision-making based on data is superior to purely
data-driven decision-making, this type of research is still in its infancy and needs to be
investigated further.
Module Selection Based on a Combination of Data and Clinical Judgment
A combination of data from questionnaires and clinical judgment for module selection
has been applied in internet-based as well as face-to-face modular treatments.
Tailored Internet-Based Interventions Johansson et al. (2012) compared tailored with
standardized treatment as well as an active control group for mixed depressive
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disorders. Tailoring was decided by discussion in the research group based on diagno-
ses and self-report questionnaires (Johansson et al. 2012). The tailored treatment
yielded large within effect sizes (Johansson et al. 2012). While no difference between
standardized and tailored was observed, the tailored condition worked better for
participants with more symptom burden and higher comorbidity (Johansson et al.
2012).
Modular Face-to-Face Approaches Several modular face-to-face approaches use a
combination of data and clinical judgment for module selection.
Modular Approach to Therapy for Children (MATCH) One of the first modular treat-
ments ever developed was for children and adolescents exhibiting a wide range of
problems including anxiety, depression, trauma, and conduct problems (Chorpita and
Weisz 2009). MATCH provides a total of 33 corresponding modules for selection. It
utilizes a guiding algorithm to select the modules, but the treatment plan can be flexibly
adapted if the weekly outcome monitoring indicates poor response. The algorithm
aggregated data from several sources, including outcome data as well as data gathered
from the youth, their family, and other sources. Based on the data, the treatment team
collaboratively decides on adaptation in a weekly review (Chorpita et al. 2017). Two
RCTs have compared MATCH to routine community implementation of multiple
evidence-based practices (Chorpita et al. 2017), and evidence-based treatments and
usual care (Weisz et al. 2012). They found MATCH to be superior in comparison
(Chorpita et al. 2017; Weisz et al. 2012) and results indicated that MATCH requires
significantly fewer treatment sessions (Chorpita et al. 2017).
Common-Elements-Treatment-Approach (CETA) CETA (Murray et al. 2014) is a tai-
lored intervention addressing symptoms of depressive and anxiety disorders, PTSD,
and substance abuse. CETA consists of nine modules, ranging from cognitive
restructuring to imagery exposure to problem solving. Module selection is based on
data from a questionnaire, covering symptoms of all targeted disorders, as well as
suicidal ideation and aggression. Self-report questionnaire data are combined with
information from the first session, including the patient’s description of the main
problems. Based on this information, the therapist and supervisor define a preliminary
sequence of modules which can be adapted during therapy, depending on the patient’s
progress. Initially, CETA was developed to provide evidence-based care in low-income
countries. Treatments are conducted by lay counselors who are trained and supervised
by CBT therapists. Two RCTs showed very good effects, one in a sample of Burmese
refugees (Bolton et al. 2014) and one in survivors of torture and militant attacks in Iraq
(Weiss et al. 2015). CETA provides core CBT elements for the most common mental
disorders. It aims at parsimony and scalability, thus offering a valid treatment option for
populations with limited access to mental health resources.
Shaping Healthy Minds Another modular transdiagnostic intervention is “Shaping
Healthy Minds” (Black et al. 2018). Shaping Healthy Minds is a flexible 10-module
intervention focused on alleviating symptoms and improving wellbeing for patients
with anxiety, unipolar depressive, and stressor-related disorders. The selection and
sequence of modules is based on collaborative case formulation prior to treatment
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that takes into account the assessment of core problematic areas of emotional,
cognitive, interpersonal, and behavioral processes. Shaping Healthy Minds is cur-
rently being investigated in comparison to treatment-as-usual (Black et al. 2018).
Summary of Individualized Approaches
Individualized approaches encompass a wide range of treatments, from modular
face-to-face and internet-based interventions to case-formulation approaches of
evidence-based treatments. Overall, the results on individually tailored therapy
are promising and suggest that tailored treatments are more effective than control
(waitlist, moderated discussion forum and attention control) and can be equally
effective as standardized treatment. While the question remains of whether tailored
treatments are actually more effective than standardized treatments, they may offer
a better match between patient and treatment program (Berger et al. 2014), have
advantages in treating high symptom burden/comorbidity (Johansson et al. 2012),
lower treatment costs (Nordgren et al. 2012), and require fewer sessions (Chorpita
et al. 2017). They may also lead to a higher satisfaction with treatment on the
therapist side (Grawe et al. 1990).
Discussion
Transdiagnostic treatments are an umbrella term for very heterogenous treatments. In
this narrative review, we have chosen a broad definition of transdiagnostic treatments,
in order to provide a comprehensive overview of this rapid moving field and to extend
former reviews that focused primarily on unified approaches. While we hope to offer a
broad overview of the emerging transdiagnostic treatments, our review was not sys-
tematic and thus does not reflect the whole field of transdiagnostic treatments. Other
systematic reviews and meta-analysis, while taking a narrower inclusion of
transdiagnostic treatments, offer more depth in this regard. Instead, our aim was to
highlight interesting and overlooked developments with merit for further increasing the
effectiveness, dissemination, and practicability of transdiagnostic treatments within
CBT. Psychodynamic, experiential, and systemic therapeutic approaches have a long-
standing tradition of centering different conceptualizations of individual problems
beyond a patient’s diagnoses. Some of these conceptualizations, for example in regard
to common underlying mechanisms between disorders, are shared in transdiagnostic
perspectives within the CBT field. Within CBT, transdiagnostic treatments span
universal techniques that can be applied across disorders, third-wave therapies, unified
treatments, and individualized approaches. Some of the transdiagnostic approaches are
comprehensive treatment protocols and some are frameworks on how to conduct
therapy transdiagnostically and effectively. Transdiagnostic treatments differ in deliv-
ery mode (face-to-face or internet-based) and application. The majority of the
transdiagnostic treatments are targeting the internalizing mental disorders: some of
them target only a subgroup, like the anxiety (Norton and Hope 2005) or eating
disorders (Fairburn et al. 2003), and others include all emotional disorders (Barlow
2011). While this is obvious given that internalizing disorders are highly prevalent and
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share so many commonalities, transdiagnostic treatments that target a wider range and
other spectra are a desirable future development. However, unified protocols have
limits as to how many different symptoms they can target. After all, extending unified
transdiagnostic treatments to address all diagnoses would be contrary to evidence-based
therapeutic approaches and neglect knowledge on differences between (groups of)
disorders. Furthermore, unified approaches neglect differences between individuals—
a striking contrast to the trend of more personalization in psychotherapy. The
transdiagnostic process perspective—that has gained popularity thanks to the rise of
shared mechanism unified treatments—has merit for the further development of treat-
ments and clinical decision tools. A necessary next step is to identify relevant processes
across diagnoses and derive therapeutic approaches that target these processes
(Hofmann and Hayes 2019; Hopwood et al. 2019). From our point of view, this
implementation can only be achieved in individualized approaches.
Transdiagnostic treatments are equally effective to disorder-specific therapy (Pearl
and Norton 2017) but it remains unclear at this point if transdiagnostic treatments fulfill
their intended purpose of targeting comorbid complaints (González-Robles et al. 2018).
The majority of studies included in a recent meta-analysis about the impact of
transdiagnostic treatments on comorbidity did not report on the intervention’s effect
on comorbidity (González-Robles et al. 2018). While transdiagnostic treatments do not
seem to be more effective than disorder-specific approaches and their impact on
comorbidity is not established yet, they might offer advantages beyond efficacy. Their
growing popularity highlights a general need for more clarity, simplicity, and emphasis
on commonality. A unified approach might be shorter, more feasible, cost-effective,
externally valid, and easier to learn. Transdiagnostic unified treatments have also been
portrayed as promising developments to help solve the “too many empirically support-
ed treatments problem” and facilitate the dissemination of evidence-based treatments
into clinical practice (Weisz et al. 2014). With so many therapies labeled as
transdiagnostic, the differences between them are blurred which might impede the
fulfillment of this promise.
So where do we go from here? We envision that the following propositions could
move the current state of transdiagnostic treatments further in terms of practicability
and effectiveness.
Adopt Alternative Diagnostic Systems The term transdiagnostic still encompasses the
word “diagnostic” and implies that treatments should target more than one diagno-
sis. This implication is challenged with alternative classification systems like
HiTOP and RDoC moving beyond the classification of diagnosis and proposing
empirically derived systems to classify psychopathology (Insel et al. 2010; Kotov
et al. 2017). Embracing these systems might help to advance psychotherapy re-
search and practice. A similar approach to HiTOP could be adopted within psy-
chotherapy research to create an empirically based hierarchical conceptualization of
psychotherapy, where techniques of different approaches are integrated and distin-
guished based on quantitative data (Hopwood et al. 2019). While the development
of a hierarchical organization of psychotherapeutic techniques would be a highly
complex endeavor, it would have a revolutionary impact on empirical clinical
decision-making.
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Embrace Modularization While transdiagnostic treatments adapt to several diagnoses at
once, additionally adapting treatments to transdiagnostic patient characteristics may
enhance effect sizes and treatment response (e.g. Norcross and Wampold 2018).
Individualized approaches that tailor treatments based on clinical case formulations
like in Grawe’s Psychological Therapy might offer some valuable clinical guidance in
this regard. In order to further advance individualization, modular treatments are
another prerequisite. Some of the unified treatments discussed, like the Unified Proto-
col, are already being applied modularly and we will likely see a further increase of
modular approaches. However, rules on how to select and order modules are as
important as the modular treatment itself. More research is needed on how tailoring
should be realized and on what tailoring should be based on: Prior to treatment or
dynamic in treatment? Based on clinician-, or algorithm-selection or a combination? In
addition, the full potential of technology and outcome monitoring has not yet been
utilized in these treatments, e.g., in regard to using machine learning algorithms to
flexibly adapt treatment content. Another noteworthy development within tailored
internet-based treatments is the self-selection of modules by participants. This approach
has been applied in a feasibility trial compared to disorder-specific treatment
(Kraepelien et al. 2019) and might represent a future line of research above the more
frequently applied methods of module selection.
Match Modules to Specific Processes Until now, the majority of individualized treat-
ments have based treatment selection on patient diagnoses: If patients present with
anxiety disorders, they are matched to exposure. If patients present with depression,
they are matched to behavioral activation. This approach is understandable as the only
evidence base we have is for matching treatments to diagnoses. However, it is, at the
same time, overly simplistic given that comorbidity is frequent, and diagnoses are
highly heterogeneous within themselves. For example, patients with depressive disor-
ders present with very different problems and symptom clusters (Ballard et al. 2018),
which challenges the default prescription of behavioral activation for all depressed
patients. Instead, it would be more fruitful to select modules based on processes
relevant for the onset and maintenance of the problem, e.g., matching behavioral
activation modules to anhedonia or exposure modules to situational avoidance.
Hofmann and Hayes (2019) have proposed such an approach and termed it “process-
based therapy.” However, the authors do not yet provide a convincing rationale of how
interventions should best be chosen for the individual patient. Indeed, the claim of
linking processes and interventions based on empirical evidence is very difficult to
meet. It requires intensive additional research on change processes in psychotherapeutic
interventions.
Integrate Technology and Assessments Monitoring the patients’ response to treatment
and satisfaction with therapy real-time will likely improve the effectiveness of treat-
ment and will especially benefit the outcomes of treatment non-responders (Lambert
and Shimokawa 2011). In line with the call for further advancement of personalizing
treatments, the incorporation of technology, e.g., in form of technology-assisted as-
sessment, into therapy is imminent. While data-driven approaches, for now, mainly
base their tailoring on pre-treatment data, the next steps may include developing “just-
in-time adaptive interventions” (Wright andWoods 2020). One way to move forward is
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to also integrate internet- and mobile-based treatment modules into face-to-face therapy
(blended care) to facilitate assessments and benefit from the flexibility these delivery
modes provide (Erbe et al. 2017). Combining patient-rated questionnaire data with
clinical impressions and more objective data like adherence to online modules has also
proven a fruitful way of preventing treatment failure in internet-based treatments
(Forsell et al. 2019). The same data sources could be used to tailor treatment contents
and allow for more individualization in transdiagnostic treatments.
Focus on Strengths As Well As Deficits With some exceptions, like Grawe’s Psycho-
logical Therapy that focuses on patient’s strengths as well as weaknesses and empha-
sizes resource activation as a change mechanism, the majority of transdiagnostic
therapies discussed here are deficit orientated. They focus on transdiagnostic processes
that are impaired and target these in order to improve symptomatology. Another
strategy of personalizing treatments is to “capitalize” on a patient’s strengths rather
than weaknesses (Cheavens et al. 2012). A single case study investigating the Unified
Protocol modules ordered according to strengths versus weaknesses found that capi-
talizing on patients’ strengths led to greater effectiveness and earlier symptom im-
provement (Sauer-Zavala et al. 2019). While further research is needed, it might be
beneficial to also consider identifying strengths in transdiagnostic processes whose
capitalization could in turn improve well-being. A similar line of research is to
empower the patient by actively involving the patient in the module selection
(Kraepelien et al. 2019).
Conclusion
Transdiagnostic approaches to the conceptualisation and treatment of mental disorders
have garnered increased attention in the last decade. Linking back to the origins of
CBT, and connecting current evidence highlighting commonalities between mental
disorders, transdiagnostic approaches target a wider range of disorders and can effec-
tively treat comorbidities. Thereby, they have the potential to reduce training cost for
therapists and increase access to evidence-based treatments for a large number of
patients. Modular approaches that can be delivered after a short training period by
laymen, like CETA, or internet-delivered interventions especially hold promise in
facilitating dissemination and bridging the treatment gap in regions with limited access
to mental health care systems. However, the current state of research is limited by small
sample sizes, heterogeneous definitions of transdiagnostic approaches, and heteroge-
neous comparison groups. A promising future approach lies in combining individual-
ization and technology by providing treatments which are based on ideographic
problems and strengths, regardless of diagnosis, and are supported by real-time
feedback.
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